The most common cause of bronchial cast formation is plastic bronchitis. In our case, severe respiratory insufficiency occurred 1 day after elective laparoscopic cholecystectomy in a 35-year-old man with a history of recurrent pulmonary infections, leading to acute hypercapnic 
. A vast cast was removed by flexible bronchoscopy through the endotracheal tube using a cryoprobe ( fig. 1 b, c) . Recurrent cast formation necessitated multiple bronchoscopies. Histologically, the casts consisted of fibrin with only a few lymphocytes and macrophages with lipid inclusions. Together with a drainage of a white fluid rich in triglycerides from the left lower lobe, this picture suggested a lymphatic origin of the casts. Initiation of complete parenteral low-fat nutrition lead to reduced cast formation. Mediastinal lymphography confirmed atypical drainage from the ductus thoracicus mainly via the left lung ( fig. 1 d) , leading to surgical ligature of the ductus thoracicus. Thereafter, enteral nutrition was re-established without any evidence of relapse of plastic bronchitis.
Bronchitis plastica is a rare disorder characterized by formation of large, branching bronchial casts, which are often expectorated, but may be discovered only by bronchoscopy in some cases. Cast formation is mainly secondary to underlying diseases of the lung, heart, or lymph vessels such as asthma bronchiale, pneumonia, allergic bronchopulmonary aspergillosis, bronchiectasis, mucoviscidosis, tuberculosis, cardiac insufficiency, and valvular disease [1, 2] . Therefore, a careful search for an underlying condition is the key to successful treatment. Only sufficient treatment of the underlying disease terminates cast formation and allows a complete resolution [1, 2] .
